UTAH-DOH-BES
Form 947 11\98

State of Utah

Department
of Health
Re:
ATTENTION: Medica Records Department SSN:
BD:

The above named individud hasfiled aclam for Medicaid disgbility, aleging disability dueto:

Please submit copies from your records for the period(s) shown below. Include the specific information
indicated below, aswell asany other pertinent test results and examination findings.

Dates of trestment:
Outpatient: [ npatient:
Reports/Test Results Needed:
A. Higtory and Physicd
B. Discharge Summary
C. Lab Reports
D.  X-Ray Reports
E EKG and Stress/Exercise Test results and tracings
F. Pulmonary Function Study results and spirometry
G. Pathology and Operative reports
H. Conaultative evauation reports, including Psychiatric and Psychologicd evduations

Physicd Therapy and/or Rehabilitation reports

Thank you for your assistance.

Name:
Address/Office:

Phone:



